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and	“slenderizing”	has	been	applied	 in	clinical	orthodontics	 for	almost	 seven	decades.1,2	By	
removing	part	of	the	enamel	tissue	from	the	interproximal	contact	area,	this	technique	has	been	
proved	to	be	effective	in	improving	dental	alignment,	stability	and	aesthetics.	This	review	aims	
to	provide	an	overview	on	 IPR	 from	perspectives	of	 clinical	 indications,	 risks	 and	benefits,	
preclinical	evaluation	and	planning,	armamentarium	and	clinical	procedures.
THE BACKGROUND OF IPR
 As	an	adjunctive	orthodontic	treatment	approach,	IPR	was	first	 introduced	in	1944,	




















CLINICAL INDICATIONS FOR IPR
	 There	are	several	indications	for	IPR	in	clinical	prac-
tice.	First,	 it	 is	 applied	 in	 conjunction	with	 active	orthodontic	




alignment	 of	 the	 dentition	 (including	 the	mixed	 dentition).12,13 
The	self-alignment	normally	 takes	about	4	 to	6	months.	Disk-





ics.12	After	 the	reshaping	of	 interproximal	contour,	 the	contact	
points	of	adjacent	teeth	can	be	brought	apically.	Thus,	bulbous	
teeth	promises	better	prognosis	because	of	greater	improvement	







RISKS AND BENEFITS OF IPR
	 Whether	 to	 adopt	 IPR	 in	 clinical	 practice	 is	 a	 trade-
off	situation.	On	the	one	hand,	IPR	can	create	space	for	better	
alignment,	minimize	potential	problems	with	extraction	therapy	








	 On	 the	other	hand,	 IPR	has	 its	disadvantages	 that	or-
thodontists	should	consider	with	cautions.	First,	sensitivity	may	
be	induced	after	IPR	because	of	reduced	amount	of	enamel.	Sec-
ond,	 over-stripping	 caused	 by	 careless	 pre-treatment	 planning	
can	 lead	 to	 excessive	 space.	 Furthermore,	 improper	 planning	







lenged	 by	 other	 studies.11,17	However,	 it	 is	 believed	 that	 there	
is	more	plaque	retained	because	of	furrows	left	on	the	enamel	
surface	 after	 reduction.11,17	 Regarding	 the	 risks	 of	 periodontal	
diseases,	it	is	accepted	that	without	gingival	infla	mmation,	IPR	
will	not	 cause	more	bone	 loss.	However,	 rapid	progression	of	
bone	loss	was	evident	when	infla	mmation	was	present	with	ap-
proximated	 roots.11,18	 Thus,	 IPR	 is	 contraindicated	 in	 patients	
with	poor	oral	hygiene.
PRECLINICAL EVALUATION OF IPR
 Before	conduction	of	IPR,	a	close	examination	of	the	
teeth,	 gingiva	 and	 alveolar	 bone	 should	 be	 carried	 out.	 First,	
there	should	be	no	other	space	available	within	the	dental	arch.13 
Second,	 the	patient	 should	have	good	oral	hygiene,	 especially	
with	no	clinical	interproximal	caries.	Third,	no	previous	history	
of	enamel	stripping	should	be	presented.	Patients	with	satisfac-
tory	 periodontal	 condition	 showing	 healthy	 pink	 and	 stippled	
gingiva,	firmly	attached	gingival	papillae	with	 the	presence	of	
interproximal	col	are	most	suitable	for	 this	 treatment.	 In	addi-
tion,	periapical	 radiographs	 should	also	be	 taken	 to	assess	 the	
thickness	of	enamel,	convexity	of	proximal	surfaces,	presence	
of	caries,	size	of	fillings	and	amount	of	bone	between	roots.16
DETERMINING THE AMOUNT AND SITE OF IPR
 It	 is	 suggested	 that	 IPR	 be	 conducted	 on	 three	 occa-











all	 tooth	 types,	 distal	 enamel	 is	 normally	 thicker	 than	mesial	
enamel.11	 It	was	 found	 that	 there	was	no	 relationship	between	
tooth	 size	 and	 enamel	 thickness.17	 Therefore,	 bigger	 teeth	 do	
not	necessarily	indicate	larger	amount	of	enamel	to	be	reduced.	
Meanwhile,	 no	 relationship	 can	 be	 identified	 between	 tooth	
shape	and	enamel	thickness.17	Thus,	clinical	decisions	should	be	
cautious	when	referring	to	tooth	morphology.

























































CLINICAL PROCEDURES OF IPR
	 To	 begin	 with,	 rotated	 teeth	 should	 be	 aligned	 prior	
to	reduction	if	possible	to	arrange	the	contact	points	in	a	more	
favorable	position.	It	 is	optional	 to	separate	the	teeth	3-4	days	









be	 placed	 in	 the	 inter-dental	 space	 at	 first	 followed	by	 reduc-
ing	mesiodistal	widths	to	the	desired	dimension.16	Subsequently,	
the	disc	should	be	 inserted	below	 the	contact	point	and	swept	
occlusally.16	 It	 is	 suggested	 that	measurement	 tools	be	applied	
to	 ensure	 adequate	 enamel	 reduction	 is	 performed	 as	 planned	
previously.	It	 is	also	important	to	ensure	that	the	contact	point	













 Subsequent	 to	 re-contouring,	 steps	 should	 be	 per-





ly-applied	 fluoride	 (1.23%	 acidulated	 phosphate	 fluoride)	 for	
4	minutes	 together	with	fluoridated	dentifrice	daily.26,27	Others	
suggested	 casein	 phosphopeptide-amorphous	 calcium	 phos-
phate	(CPP-ACP)	tooth	mousse	for	enamel’s	re-mineralization	










 Interproximal	 enamel	 stripping	 has	 become	 an	 effec-
tive	 orthodontic	 treatment	 approach	 to	 regain	 space,	 improve	
tooth	 and	 gum	 aesthetics	 as	 well	 as	 maintain	 post-treatment	
stability.	 Nevertheless,	 orthodontists	 should	 choose	 appropri-
ate	indications	by	balancing	between	its	benefits	and	risks.	With	
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